Laryngological Section 61 punctures were made through the floor of the ulcer with the galvanocautery and at the one sitting. The ulcer has quite healed and only a slight congestion of the cord is to be seen.
going to a sanatorium in the course of a week. It was quite easy to use the direct tube with cocaine, and galvano-puncture could be carried out with great accuracy. Of course the indirect method could probably have been used, but he did not think he could have applied the cautery as accurately with it as with the direct method. He had suffered from hoarseness since childhood; worse in spring and autumn. The last attack was present for three weeks. He had lost 10 lb. during the three months previous to my seeing him. There is a history of syphilis. The left vocal cord was granular and congested and a small superficial ulcer occupied its posterior third. The history and appearances suggested tuberculosis, but pulmonary signs are entirely absent and the ulcer has disappeared under potassium iodide, while the rest of the larynx has improved to the condition in which it now is. By November 26 the drowsiness had increased almost to coma; incontinence of urine and faeces; eyesight worse; respirations had slowed to nine or ten per minute. Urotropine (90 gr.) was given by the mouth.
Operation (November 27, 1912) : Half an hour before operation morphine (j gr.) and atropine (TI gr.) were injected subcutaneously.
A quarter of an hour before operation both nasal fossawere packed with gauze strips soaked in 1 in 1,000 adrenalin containing 5 per cent. cocaine. Anaesthesia was induced by the intravenous injection of ether solution. The nasal vestibules, the upper lip, and neighbouring skin of the face were painted with tincture of iodine (B.P.) and a sterilized cloth was laid across the lower part of the face, a hole being cut in the cloth to admit of access to the nose. Illumination was obtained by means of a Nernst light reflected from a frontal mirror. One assistant was employed to keep the field of operation free from blood. The incision, which was made through the skin, commenced at the tip of the nose and was carried to the upper lip, dividing in its course the columella and about 1 in. of the philtrum, keeping accurately in the middle line. The free edge of the septal cartilage was defined and the skin of the vestibule raised from each side of the septum. It was at this stage that the oozing of blood from minute points caused considerable delay in raising the vestibular skin, but the difficulty was overcome by assiduous mopping; and from this stage to the completion of the operation the haemorrhage was insufficient to cause inconvenience, regular mopping being all that was necessary. The mucous membrane was easily raised from the sides of the septum and the elevation was carried back to within 1 in. of the posterior edge. A speculum with narrow, 3-in. blades held the mucous flaps aside during the removal of that part of the septum which corresponded in antero-posterior depth with the raised mucous flaps, and in vertical depth with the skin incision, the tip of the nose being firmly upturned by the hand holding the speculum. The mucous membrane over the posterior edge and upper part of the vomer was raised by mneans of a dental " stopper " which terminates in a single corkscrew turn; the excursion of the instrument along the posterior edge of the vomer was controlled by the index-finger of the left hand in the post-nasal space. Killian's long nasal speculum with flat blades, I in. by 41 in., was then substituted for the smaller instrument, and the vomer was twisted from its attachment to the sphenoid by means of Luc's ethmoidal forceps. As it was found that the middle turbinals encroached upon the mucous membrane tunnel, they were forcibly separated by means of a metal glove-stretcher, with screw attachment on the handles, the blades being inserted into the tunnel. The mucous membrane was then elevated from the anterior surface of the sphenoid so that the ostia of the sinuses were clearly brought into view. The anterior wall and intersinous septum of the sphenoid were removed by means of small blunt hooks and Luc's ethmoidal forceps. The sinuses were symmetrical and there was no bulging to indicate the position of the pituitary fossa. The position of the pituitary fossa was found by taking a line which commences at the junction of the alse nasi and upper lip, and runs upwards and backwards towards the junction of the pinna with the side of the head, and this line will be found to pass immediately beneath the lower and outer margin of the o bit. A line commencing at the same spot and traversing the lowest part of the cavity of the orbit will be found to encroach upon the optlc chiasma. The opening into the pituitary fossa was made by placing a long chisel parallel to the correct line, with the cutting edge against the roof of the sphenoidal sinus, and then cracking the bone by a few gentle taps of a hammer, a mastoid burr with a small head completing the stage. Immediately the bone was removed there was. a rush of from 1 to 2 dr. of blood-stained fluid, and when the fluid was removed dura mater was found to be lying against the opening. After enlarging the opening in the bone the dura mater was incised, and as this gave rise to brisk haemorrhage on the two repeated attempts at. exploration, the operation was concluded by swabbing out the area ofoperation with mops soaked in 1 in 4,000 aqueous solution of mercury biniodide, and then inserting a suture near each extremity of the skin incision, and sealing the wound by collodion and cotton-wool. Before consciousness returned respirations were 24, temperature 970 F., pulse 100. During the first twenty-four hours after the operation there was great thirst, frequency of micturition, and polyuria, (100 oz.). She was excited and garrulous. The local after-treatment consisted of instillation of hydrogen peroxide into the nasal fosse, followed by gentle irrigation with normal saline. Sixty grains of urotropine were given by the mouth upon the third and fourth days after operation respectively, then from the fifth day to the seventeenth inclusive 45 gr. were given daily.
December 12 (fifteen days since operation): No incontinence since operation; the patient is practically normal with the exception of the sight, which she thinks has improved slightly. She has been getting up daily since December 10.
The patient left the hospital on December 17, 1912, twenty days after the operation.
Dr. DAN MCKENZIE said that, so far as he knew, this was the first case of the kind which had been operated upon in Britain, and Mr. Graham was to be congratulated upon his success. A fair number of cases had been dealt with successfully abroad. He thought the object of selecting the route for submucous resection was to minimize the chances of infection, and that probably contributed to the success. With regard to the non-recovery of sight, he supposed that to be due to the fact that the damage to the eye had lasted too long. . She then complained that in addition she had recently had difficulty in swallowing, and her food and drink had been coming back through the nose. Also four days before admission she suddenly noticed loss of vision in the left eye. Condition is as follows: Central scotoma of left eye, vision 15 ; paresis of left external rectus muscle; paresis of left half of soft palate; paresis of left sternomastoid muscle; abductor paralysis of left vocal cord. Wassermann's reaction is negative.
Case II.-Patient is a girl, aged 7. She was admitted to St. George's Hospital on November 18 for acute mastoiditis, and Schwartze's operation was performed. As the pulse and temperature remained irregular and the wound did not heal satisfactorily a radical operation was performed on November 30. There was no evidence of tuberculosis in the aural discharge. Condition otherwise is as follows: Complete paralysis of left vocal cord: the cord is in the cadaveric position, it is relaxed and sickleshaped and the arytaenoid is prolapsed forwards; paralysis of the left
